Ileocolic blind loops following side-to-side anastomosis From Mr J Magel! Royal Infirmary, Blackburn, Lancashire Dear Sir, I read with interest the case reports by Mr Bucknall and Mr Wastell (December 1980 Journal, p 882) relating to the complications of side-to-side bowel anastomosis.
In their second case, the bypassed small bowel loop of a jejunoileal bypass had been anastomosed side-to-side to the ascending colon, and they resited this end-to-side into the gut just proximal to the jejunoileal anastomosis, i.e. into the small intestine. In my experience this will eventually lead to reflux of food up into the blind loop and possibly to weight gain. I have seen a 'jejunazation' of the ileum following this reflux, with presumably unwanted absorption. It seems to me wiser to join the bypassed loop end-to-side into the colon, though I agree not side-to-side, as was done previously. I would be interested in others' opinions. Yours faithfully J MAG ELL 17 December 1980
Towards the chemotherapeutic treatment of dental caries From Mr C G W Wilks London Road, Leicester LE2 1ND Dear Sir, The comprehensive review by Levine (December 1980 Journal, p 876) of this relatively new approach to the control of dental caries appeared to miss an important factor in the control of caries in the United Kingdom: that is, the high content of fluoride in tea. In a paper presented to the 21st ORCA Congress, Ramsey et al. (1975) reported that, in a survey, 8% ofchildren aged 6-12 years received the optimal dose for preventing caries (0.6-I mg fluoride per day) from tea alone.
The encouragement of drinking tea with milk, but without sugar, has in my clinical experience been effective in helping to reduce the incidence of dental caries. (1975) Caries Research 9,312 (abstract) Second ear stapedectomy From Dr Jean R Causse Clinique d'Otologie Jean Causse, Beziers, France Dear Sir, With reference to the paper by Sergeant & Wadsworth (July 1980 Journal, p 505) and to Mr R P E Barton's letter (October, p 757), we would like to express our opinion on second ear stapedectomy, based on more than 24000 stapedectomies performed by our team in this otology clinic.
Our standard procedure is to operate on the worse ear first and then on the second ear one year after the first, only if the functional result gained for the first ear is reliable and stable.
In the case of a 'dead ear' occurring as a result of the first operation, no operation is performed on the contralateral ear. This is in fact in
